Achalasia is an uncommon dysfunctional neuromuscular disease of the oesophagus. General anaesthesia might be required for its diagnosis and treatment. During the anaesthesia, complications such as oesophagus dilatation-perforation and tracheal aspiration in oesophagus content might be seen. In order to ensure the security of the respiratory tract, rapid intubation might be required [1] . When anaesthesia is required in endoscopy units for diagnosis, equipment and devices standardised for outpatient anaesthesia applications by American Society of Anaesthesiologists (ASA) should immediately be ready [2] .
A 41-year-old male patient, who applied to the Gastroenterology Polyclinic due to gastric complaints and had lymphadenopathy detected in his abdomen ultrasonography, was scheduled for conscious endoscopy. He was unable to tolerate the endoscopy which was applied following twelve-hour fasting, and he vomited. Endoscopy with anaesthesia was then planned, rescheduled with two weeks of strict liquid food diet and pineapple juice application. The patient was taken to the endoscopy unit following 24 h of fasting, and was monitored with ECG and pulse oximeter. Intubation was then planned. Anaesthesia induction was conducted with 50 mg of remifentanil and 100 mg of propofol. While O 2 was provided with a mask, the intraoral and oropharyngeal area was filled with liquid. Despite rapid aspiration, the contents continuously flowed to intraoral area, and the patient's saturation dropped. He was immediately intubated. In the meantime, the amount of aspired liquid content was 900 ml. Having reached normal levels of saturation and haemodynamic values in the patient, endoscopy operation began with propofol addition. Significant achalasia and duodenal ulcers were detected. When the patient's respiration was sufficient, he was extubated. The patient, who did not have respiratory problems and whose haemodynamics were stable, was sent to the service without a problem upon observation at the patient recovery room.
In outpatient anaesthesia applications, various mortality rates and complications have been reported. During operation, complications may occur such as; allergic reactions, nausea-vomiting, aspiration of the gastric content, and damaging of the team according to the environment with hypovolaemia. It has been reported that respiratory problems have been encountered in old patients the most, and complications have been encountered mostly in the gastroenterology unit [3] .
One of the factors that increases mortality and morbidity during anaesthesia applications is gastric content aspiration. In ASA guides, it has been deemed suitable for adult patients to apply 6 h of fasting after 2 h of clear liquid consumption, following light food consumption [4] .
Our patient applied 2 weeks of a strict liquid and pineapple juice diet, and he had 24 h of fasting. However, despite this preparation, high amounts of oesophageal content were encountered. The anaesthesia team, working in coordination, prevented the tracheal aspiration of oesophageal content with a working aspiration system and rapid intubation.
Achalasia is an uncommon disease developing due to neuromuscular dysfunction of the oesophagus. The frequency of the disease, the etymology of which cannot be known precisely, is 1-6/100000. Frequently, male and female rates are equal among patients aged between 25 and 60 years. The oesophagus is characterised by the delay of foods while passing to the stomach and expanding in the oesophagus due to sub three sphincter dysfunction. In patients, respiratory diseas-es due to tracheal aspiration depending on reflux and weight lost due to the vomiting of the foods can be seen [1] . Anaesthesia application might be necessary during surgical and endoscopic treatments to be applied for achalasia. Oesophagus dilatation-perforation, which can be seen during general anaesthesia, should be taken into account due to the tracheal aspiration of the food content. In the case of our patient, due to the sub oesophagus sphincter being completely dysfunctional, and despite the long term of fasting, high amounts of food contents collected in the oesophagus.
In the study of Rex et al. [5] , although it was stated that during endoscopy, the application of propofol by a team outside of anaesthesia is secure and economical, as it has been in our case, in order to secure the respiratory tracts of the patients, intubation and even resuscitation for other complications might be required. In a published guide [6] it is stated that during endoscopy applications propofol can be used by educated nurses outside of the anaesthesia team for conscious sedation and deep sedation; however, the pre-assessment of the patient should be carried out cautiously, and the nurses should be educated with basic and advanced life support skills.
In conclusion, in patients like ours, whose pre-anaesthesia assessment is normal, occlusion in the respiratory tract that might occur during sedation applications may result in death. We believe that, although uncommon, for outpatient operations these kinds of patients should be sedated and anesthetised by a team composed of anaesthesia experts and technicians in environments with standard equipment conditions and under close follow-up.
